| INTRODUCTION
In spite of significant diagnostic and therapeutic medical advances in the modern era, significant disparities in health care persist. For patients with cancer, adverse social and economic factors synergize and result in worse outcomes: disparity leads to earlier recurrence of disease and shorter survival across numerous cancer types. [1] [2] [3] [4] [5] [6] [7] For patients with gastric adenocarcinoma (GAC), these disparities are especially harmful as GAC represents the second leading cause of cancer-related deaths worldwide. 8 Surgical resection with regional lymphadenectomy remains the mainstay of curative treatment for GAC, and although historically disenfranchised groups are reported to receive adequate surgical therapy, multiple groups have demonstrated that black and Hispanic patients are less likely to receive adequate comprehensive oncologic treatment with multimodal therapy, and patients who suffer from socioeconomic marginalization have a shorter duration of survival even after a curative-intent, margin-negative resection. [9] [10] [11] [12] In studying these disparities, an oftentimes complex, multifactorial picture is painted with a single root cause rarely identified. This complexity can lead to a sense of powerlessness among advocates and physicians as identifying and mitigating social and economic obstacles are daunting. Fortunately, however, multiple groups have developed models to better characterize these obstacles in care.
The three-delays model was developed in 1994 to better characterize factors that contribute to maternal mortality (Figure1). 13 Since then, the model has been applied to multiple other clinical situations where social and economic factors significantly influence clinical outcomes. [14] [15] [16] [17] The model proposes that delays in care can be classified into three main categories:
delays in (i) seeking care, (ii) reaching care, or (iii) receiving care.
Multiple patients, societal and healthcare factors play into each delay, but organizing the multidimensional components of healthcare disparity into three temporally defined categories allow those studying disparity to identify the dominant delay in specific disease types.
Within our institution, we serve patients with GAC within two institutions: Grady Memorial Hospital (GMH) and Emory University Hospital (EUH). GMH, a county hospital, serves a primarily black population with lower socioeconomic status (SES). EUH is the quaternary referral center within our region and serves a more racially diverse population with a higher SES. The geographic proximity of these hospitals (5 miles apart) coupled with the fact that both hospitals are served by physicians across specialties who are affiliated with the same institution allow for our group to directly compare and assess for disparities in care.
When framing GAC care in our region within the three-delays 
| Received care
Of all patients diagnosed with GAC between 2006 and 2014 within our institution, 24 underwent curative-intent resection at GMH while 139 underwent curative-intent resection at EUH (Table 2) . Demographic characteristics differed significantly between groups as patients at GMH were more often black (91.7% vs 41.0%; P < 0.001), suffer from alcoholism (38.1% vs 5.8%; P < 0.001), and smoke tobacco (81.0% vs 42.4%; P = 0.002) compared to patients at EUH. Patients at GMH were also more likely to present with bleeding preoperatively compared to EUH (76.2% vs 37.7%; P = 0.001),
although there was no statistically significant difference between groups in patients who presented with a gastrointestinal obstruction.
Pathologic characteristics did not differ between groups, as both groups had similar tumor location, tumor grade, and stage. Treatment characteristics were also similar between patients at GMH and EUH as both groups of patients underwent similar resection types, neoadjuvant chemotherapy and radiation, and adjuvant chemotherapy, though patients at EUH more frequently received adjuvant radiation compared to those at GMH (43.6% vs 13.6%; P = 0.009). 
| 67
Importantly, receiving treatment at our regional safety-net hospital, GMH, was not associated with decreased OS in either the univariable or multivariable models. When examining this further using Kaplan-Meier analysis, there was no difference in OS between patients who underwent curative surgery at GMH or EUH (Figure 2 ).
| DISCUSSION
Overcoming healthcare disparities remains a challenge, especially in cancer care where adverse social and economic factors compound to create often insurmountable barriers to care.
Fortunately, in the recent era, many regional safety-net hospitals offer oncologic care to historically disenfranchised groups care that often involves complex, multidisciplinary collaborations to achieve cure or palliation. To date, there has been a little study into the outcomes of these efforts by safety-net hospitals in delivering cancer care as compared to traditional tertiary or quaternary care centers. For GAC, these disparities are particularly important as GAC is oftentimes an aggressive malignancy with poor outcomes. This study used the published three-delays model to better characterize patients with GAC who reached care at our Atlanta-based regional safety-net hospital, GMH, and to compare outcomes between patients who received curative-intent surgical resection at GMH versus those at our institution's quaternary referral center, EUH. The juxtaposition of these two hospitals geographically, within a 5-mile radius, allows us to better identify factors which may lead to the disparity.
For patients who reached care at GMH, we found that our population of all patients diagnosed with GAC tended to have a higher proportion of patients who are black, younger than 60 years old, have a low median household income, and have no healthcare
insurance as compared to all other NCDB participating academic Although, characterizing patients who reached care at GMH is an essential step in addressing and mitigating adverse socioeconomic factors, this study was limited in its ability to capture all patients who sought care for GAC. Historically, marginalized groups must overcome several barriers before even reaching a cancer center: they must recognize that an abnormal condition may exist as well as perceive a possible severity of their condition; they must be able to access services that are available; they must balance existing priorities and responsibilities with their condition; and they must overcome an inherent mistrust of the healthcare system based on historical precedence. 13, 23 The cohort of patients who reached care in this study had already overcome these barriers once accessing care at GMH, but unfortunately, 44% of patients in this cohort had stage IV, or inoperable, disease on presentation, which is significantly higher when compared to other NCDB sites. This demands further study into what the dominant barriers are in accessing care for our population with GAC. To surmount some potential barriers in seeking care, multiple groups have reported success in building alliances with community groups to raise awareness of cancer symptoms and screening in urban and underserved settings, a model which will be investigated further in our population. [24] [25] [26] [27] A major player in the decision to delay seeking care among historically marginalized groups is the perception that the quality of care they may receive will not be adequate in treating their condition. 13 This perception is often informed by patients' own individual experiences with the health care system, patient's fear of potential therapy, the historical precedence of institutionalized racism and prejudice and reliance on alternative methods of healing which are not evidence-based. 28 Thus it was necessary in this study to characterize clinical outcomes in patients who received curativeintent treatment at our regional safety-net hospital versus our quaternary referral center. Our study found no differences in OS between both groups of patients, and importantly, no differences in postoperative complications or readmissions between groups.
Although, the hospital length of stay after surgery was longer in the GMH cohort, this may be due to social barriers which hinder a F I G U R E 2 Overall survival of all patients who received curativeintent surgical therapy for gastric adenocarcinoma at Emory University Hospital, a quaternary referral center, and Grady Memorial Hospital, a regional safety-net hospital [Color figure can be viewed at wileyonlinelibrary.com] safe, early discharge from the hospital in our under-resourced GMH population. This suggests that delivering surgical, curative-intent therapy for GAC within a safety-net hospital is both feasible and effective, and thus efforts should be made to increase access to this life-saving treatment of more patients.
Our study was limited by its retrospective design, which may prevent capturing complete clinical data from the EMR. We were also limited by the small number of patients who were diagnosed and treated for GAC at GMH. Lastly, the NCDB database, though a tremendous resource, lacks complete granularity in capturing all factors which may be helpful in identifying the causes of disparity in delivering cancer care.
| CONCLUSION
Patients who presented with GAC at our regional safety-net hospital are more likely to be black, uninsured, have stage IV disease, and received no treatment compared to other NCDB-participating academic centers. When these patients received curative-intent resection, however, clinical outcomes are comparable with our quaternary referral center. Thus, delivering surgical, curative-intent therapy for GAC within our safety-net hospital is both feasible and effective and efforts must be made to identify and overcome barriers patients have in seeking and reaching care.
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